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Objectives. We examined whether perceived unfair treatment is associated
with health conditions, whether social support moderates this association, and
whether such relationships differ by location.

Methods. Data were derived from the 1998–1999 Filipino American Community
Epidemiological Study, a cross-sectional investigation of 2241 Filipino Americans
living in San Francisco and Honolulu. Negative binomial regression was used to
examine potential 2-way and 3-way interactions between support, unfair treatment,
and city (San Francisco vs Honolulu).

Results. Reports of unfair treatment were associated with increased illness after
control for education, employment, acculturation, ethnic identity, negative life
events, gender, and age. Furthermore, 2-way interactions were found between
instrumental support and city, emotional support and city, and unfair treatment and
city, and a 3-way interaction was shown between instrumental support, unfair
treatment, and city.

Conclusions. Local contexts may influence the types of treatment encountered
by members of ethnic minority groups, as well as their resources. These factors
in turn may have implications for health disparities and well-being (Am J Public
Health. 2006;96:677–684. doi:10.2105/AJPH.2004.060442)
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experienced overcomes one’s ability to cope
with them.24,25 Recent studies of perceived
discrimination and morbidity buttress this
proposition. Resources (e.g., racial salience)
may moderate the strength of the association
between perceived discrimination and well-
being.26–30 Interestingly, social support may
be an important coping resource, but it has
been understudied as a buffer of discrimina-
tion stress.31,32

Social support refers to the resources peo-
ple derive from their network ties. Support
networks may provide emotional support
(e.g., empathy) to mitigate the effects of dis-
crimination. Discrimination may reflect an
“othering” process whereby perpetrators rein-
force the social exclusion of recipients.6 Emo-
tional support may blunt this effect by dem-
onstrating inclusion. Instrumental support
(e.g., tangible aid) may include the resources
to advocate against discrimination, as well as
direct aid after discrimination-induced illness
has occurred.

Health disparities between population groups
may arise when members of minority groups
face a greater burden of stressors such as ra-
cial discrimination.1,2 Indeed, numerous cross-
sectional and longitudinal studies have shown
that perceived discrimination may promote
illness.3–7

Despite much research, several unresolved
questions remain; for example, there is lim-
ited knowledge about the factors that may
buffer the relationship between discrimination
and health and how context may influence
experiences of discrimination. We examined
the association between perceived discrimina-
tion and physical health conditions, assessed
social support as a potential moderator of this
association, and investigated whether relation-
ships were constant by location.

BACKGROUND

Discrimination may have many effects, in-
cluding lost economic opportunities, multi-
generational trauma, hate crimes, and
stress.6,8–12 In this study, we focused on po-
tential stressful aspects, given that unfair
treatment may be one of the most endemic
and enduring stressors facing minority groups
in the United States.13–15 Although everyone
encounters slights, some events are socially
patterned and happenstance. Among individ-
uals of minority backgrounds, racial group
membership may be a key reason for in-
creased encounters with unfair treatment.16,17

Minority group members often report greater
experiences of discrimination than Whites.18,19

Furthermore, these reports appear conse-
quential, with numerous studies showing rela-
tionships between perceived discrimination
and morbidity.5,13,20–23

One major premise of stress theory is that
illness occurs when the magnitude of stressors

We focused on physical health conditions
because previous research suggests that mark-
ers of physical health are associated with dis-
crimination.3,5,33,34 In accord with observa-
tions that chronic stressors are generally
stronger predictors of chronic health condi-
tions than are acute life events, we antici-
pated that markers of routine discrimination
would be more predictive of health conditions
than measures of acute discrimination.7

Our major hypotheses were as follows:
(1) Perceived discrimination will be associ-
ated with more adverse health conditions,
(2) Measures of acute discrimination will be
less predictive than measures of everyday
discrimination, (3) Individuals perceiving
greater social support will have fewer health
conditions, and (4) Social support will moder-
ate the association between discrimination
and health conditions.

We tested these hypotheses among Filipino
Americans because of their long history of
migration to the United States and because,
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with a population of 2.4 million in the United
States, they are the second largest Asian/
Pacific Islander group in the country.35 De-
spite the growing size of this group, little work
has been done to examine Filipino American
health and well-being.36–41

REGIONAL DIFFERENCES

We also considered whether location
makes a difference in the relationship be-
tween discrimination, social support, and
health. Honolulu and San Francisco represent
important destination points for Filipino mi-
grants.35,42 Furthermore, both are areas
where ethnic diversity predominates and
where Asian Americans/Pacific Islanders rep-
resent a large percentage of the population
(56% in Honolulu and 31% in San Francisco
in 2000). Despite these similarities, there are
reasons to suspect regional variations.

For example, racial tensions may vary geo-
graphically. Negative attitudes against minori-
ties among Whites have been stronger in
southern states than in others.19,43 White su-
premacist groups remain geographically clus-
tered,44 and hate crime protections vary ac-
cording to state and locality.6

Discrimination against Filipino Americans
has been well documented.9,15,45–50 Although
we are unaware of any studies directly com-
paring differences in discrimination between
Filipinos living in the 2 study cities, there are
reasons to suspect that differences may exist.
The Filipino population is proportionally
smaller in San Francisco (5%) than in Hon-
olulu (12%), possibly leading to a greater like-
lihood of stereotyping and a smaller support
base. Filipinos have greater representation in
Hawaiian governance, suggesting greater em-
powerment. Also, more Filipinos in Honolulu
(30%) than in San Francisco (13%) report
multiple ethnicities, possibly reflecting greater
tolerance on the island. These observations
suggest that Filipinos living in Honolulu may
be less likely to perceive discrimination than
those living in San Francisco.

Social networks may also differ between
these cities. Liu and colleagues argued that
the 1965 Immigration Act (79 Stat 911) re-
sulted in different developmental patterns
for Filipinos in Hawaii compared with the
continental United States.51 Whereas previous

immigration legislation largely prohibited the
entry of Asians into the United States, this
new legislation allowed Asians and other im-
migrants to enter the country through 2
major pathways: family reunification and oc-
cupational preference. Filipinos have ap-
peared to employ the reunification mecha-
nism in Hawaii, whereas they have tended to
use the occupational route on the continent.
Consonant with these historical observations,
Filipinos in Honolulu today appear to have
greater kinship ties than Filipinos in San Fran-
cisco. According to our tabulations of the
2000 census, 95% of Filipinos in Honolulu
lived in family households in that year, and
13% lived with grandchildren; the correspon-
ding percentages in San Francisco were 86%
and 10%.

These observations led us to inquire
whether the relationship between discrimina-
tion and health may be stronger in San Fran-
cisco than Hawaii because Filipinos living in
San Francisco may encounter a greater bur-
den of discrimination. We also investigated
whether the moderating effect of social sup-
port differs between the areas. Social support
may be a more potent buffer in Honolulu be-
cause a richer social network there may pro-
vide greater protective resources for individu-
als experiencing discrimination. Alternatively,
social support may have a greater moderating
effect in San Francisco because there may be
more discriminatory stress to buffer.

METHODS

We used data from the 1998–1999 Fil-
ipino American Community Epidemiological
Study. The sampling scheme has been de-
scribed in detail elsewhere28,52; it is summa-
rized briefly here. One eligible person was
randomly selected within households meeting
the inclusion criteria (Filipino heritage, age
18–65 years, residence in either San Fran-
cisco or Honolulu). Surveys were adminis-
tered in English, Tagalog, or Ilocano. A total
of 2285 interviews were completed; the re-
sponse rate was 78%. Data were weighted
to adjust for demographic variables and dif-
ferential probabilities of selection within a
household. Forty-four respondents were ex-
cluded owing to missing data, resulting in a
final sample of 2241.

Measures
Our dependent variable was current health

conditions, a composite formed from a check-
list that comprised hypertension, high blood
pressure, stroke, health failure, congestive
heart conditions, angina, coronary artery dis-
ease, high blood sugar, diabetes, and other
heart disease. This subset of items was de-
rived from the Medical Outcomes Study.53–55

We excluded health conditions (e.g., trouble
seeing) not previously associated with per-
ceived unfair treatment. Results of supple-
mental analyses including the full checklist
of Medical Outcomes Study items were con-
sistent with those presented here.

We distinguished everyday discrimination
from discriminatory events in an attempt to
better understand the difference between per-
ceptions of routine unfair treatment and more
episodic occurrences. Everyday discrimination
was a 9-item measure, adapted from the
Detroit Area Study23,56 and based on the quali-
tative work of Essed57 and Feagin,16 of routine
experiences of unfair treatment taking place
during the preceding month. Although validity
studies have not been completed, the measure
has been found to be correlated with global
self-reported health among African Americans,
but not Whites, after control for sociodemo-
graphic factors and other stressors.56

Items included on this Likert scale (1=
never, 5=very often) were as follows: percep-
tions of “prejudice and discrimination from
others”; being treated with less “courtesy” and
less “respect”; “receiving poorer service at
restaurants or stores”; people acting as if they
are “afraid of you,” as if “they think you are
dishonest,” or as if they are “better than you
are”; being “called names or insulted”; and
being “threatened or harassed.” Respondents
were free to attribute these experiences to ra-
cial, ethnic, or other characteristics. Higher
values indicate greater frequency of unfair
treatment. In this study, the scale’s Cronbach
alpha coefficient was 0.88.

Discriminatory events was a count of en-
dorsements to being “treated unfairly or
badly” during the preceding 12 months be-
cause of the respondent’s race or ethnicity,
speaking a different language, or speaking
with an accent. This measure of acute experi-
ences of discrimination has been shown to
be correlated with mental health and health
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TABLE 1—Sample Descriptive Statistics, by City: Filipino American Community
Epiemiological Study, 1998–1999

San Francisco Honolulu Total Sample
Measure (n = 960) (n = 1281) (n = 2241)

Health conditions composite score, mean (SD) (range: 0–6) 0.36 (0.71) 0.31 (0.69) 0.33 (0.70)

Demographic characteristics

Age, y, mean (SD) 40.47** (13.35) 42.39 (13.15) 41.57 (13.30)

Female, % 51.91 49.80 50.70

Marital status, %

Single 27.35 24.47 25.70

Widowed/separated/divorced 15.64 15.23 15.41

Married 57.01 60.29 58.89

Acculturation

Years in US (range: 0–65), mean (SD) 19.08 (11.25) 19.78 (15.2) 19.48 (13.67)

Language spoken in household, % 

Filipino 17.88** 40.12 30.62

Filipino and English 58.90** 41.59 48.98

English 23.22* 18.29 20.39

Socioeconomic position

Years of education, mean (SD) 14.38** (2.32) 9.35 (5.6) 11.5 (5.21)

Currently employed, % 80.69** 70.52 74.86

Number of negative life events, mean (SD) (range: 0–16) 1.7** (1.96) 1.08 (1.62) 1.34 (1.80)

Ethnic identity score, mean (SD) (range: 1–4) 3.48** (0.47) 3.61 (0.47) 3.55 (0.47)

Social support score, mean (SD)

Emotional support (range: 1–4) 3.42** (0.56) 3.64 (0.45) 3.55 (0.51)

Instrumental support (range: 1–5) 4.12** (0.82) 3.93 (0.71) 4.01 (0.76)

Everyday discrimination score, mean (SD) (range: 1–4.8) 1.63** (0.65) 1.19 (0.41) 1.38 (0.56)

Number of discriminatory events, mean (SD) (range: 0–3) 0.17** (0.74) 0.09 (0.46) 0.17 (0.60)

Note. Significance levels refer to differences between San Francisco and Honolulu.
*P < .01; **P < .001.

service use among Chinese Americans after
control for sociodemographic and general
stress variables.58

City was a dichotomous variable, 1 indicat-
ing San Francisco and 0 indicating Honolulu.
Social support was measured with 2 indica-
tors adapted from previous work.25,59 Emo-
tional support from family members, relatives,
and friends was a 12-item scale scored from
1 (least) to 4 (most). Respondents were asked
the extent to which their network members
“really care about you”; “understand the way
you feel about things”; “appreciate you”; “help
you out in a crisis, even though they would
have to go out of their way”; and “talk about
your worries.”

Instrumental support was measured with a
12-item scale scored from 1 (least) to 5
(most). Respondents were asked how likely
members of their support networks would be
to do things such as loan them $100, look
after their home or apartment, help with re-
pairs, or drive them somewhere. Cronbach
alpha coefficients were 0.92 and 0.94 for the
emotional and instrumental support scales,
respectively.

Several control variables were included as
well. Negative life events accounted for the
possibility that perceptions of discrimination
tapped into more general life stressors as op-
posed to unfair treatment. Events were mea-
sured with a composite of 35 items that in-
cluded death of a spouse, being fired, and
moving to a worse neighborhood. Higher val-
ues indicated more negative events over the
past 12 months. Similar measures have been
used in studies of stress and coping60 and
have been shown to correlate with health and
mental health outcomes after control for so-
ciodemographic variables and measures of
discrimination.56,58

Ethnic identity was included because it may
moderate the relationship between perceived
discrimination and mental health among Fil-
ipinos.28 Ethnic identity was measured with a
9-item scale derived from the Multigroup
Ethnic Identity Measure.61 Representative
items included “I have a strong sense of be-
longing to the Filipino community” and
“I participate in Filipino cultural practices,
such as special food, music, or customs.” This
4-point Likert scale (1=strongly disagree, 4=
strongly agree) had good interitem reliability

(Cronbach alpha=0.74). Higher scores indi-
cate greater ethnic identity. The instrument
has been reported to have good psychometric
properties and concurrent validity and a good
factor structure.61–64 In supplemental analyses
(data not shown), we found that ethnic iden-
tity did not moderate the association between
discrimination and health conditions and that
this result did not vary by city.

Acculturation was measured with 2 indica-
tors: (1) length of time in the United States mea-
sured number of years of residence in the
country, and (2) daily language captured the
language used by the respondent in daily con-
versation (“Filipino [Tagalog or Ilocano] only,”
“Filipino and English,” or “English only”).
Other control variables included age, gender
(0=male, 1=female), education (in years),
marital status (0=not married, 1=married),

and employment status (0=not employed/
other, 1=currently employed).

Exploratory analyses guided the specifica-
tion of variables. We centered predictor vari-
ables as appropriate to facilitate interpretation
of the intercept and to reduce multicollinear-
ity.65 Because diagnostic analyses indicated
overdispersion, we used negative binomial re-
gression rather than Poisson regression in all
of the multivariate analyses.66 Models became
successively more complex, beginning with
control variables and building to the 2-way
and then 3-way interactions between support,
perceived discrimination, and city. When an
interaction was detected, conditional simple
slopes were calculated and tested against the
null hypothesis that the slopes were 0 and
against the hypothesis that the slopes differed
from each other.65
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RESULTS

There were no geographic differences in
health conditions, length of time in the United
States, gender, or marital status (Table 1).
However, in comparison with respondents in
Honolulu (n=1281), those in San Francisco
(n=960) reported more everyday discrimina-
tion, discriminatory events, instrumental sup-
port, use of English, and negative life events.
In addition, they were younger overall and
reported more years of education, higher lev-
els of employment, less emotional support,
and scored lower on ethnic identity.

Table 2 displays the results of the multi-
variate analyses. Model 1 included age, gen-
der, length of time in the United States, lan-
guage, education, employment, negative life
events, ethnic identity, and emotional and
instrumental social support. Age and negative
life events predicted more physical health
conditions, whereas emotional support, em-
ployment, and use of the Filipino language
(compared with English) were associated with
fewer health conditions. Model 2 added the 2
perceived unfair treatment measures. Every-
day discrimination was associated with health
conditions, whereas discriminatory events
were not. Model 3 added city, for which there
was no significant main effect. (In the discus-
sion of subsequent models, “discrimination”
refers to everyday discrimination only.)

Model 4 added the interaction between
discrimination and city. The significant inter-
action indicates that discrimination was asso-
ciated with an increased number of health
conditions in Honolulu but not in San Fran-
cisco (Figure 1a). Models 5, 6, and 7, respec-
tively, examined the 2-way interaction be-
tween discrimination and emotional support,
the 2-way interaction between city and emo-
tional support, and the 3-way interaction be-
tween discrimination, emotional support, and
city. The only significant interaction was that
between city and emotional support (model 6,
Figure 1b). Increased emotional support was
associated with fewer health conditions in
Honolulu, but there was no relationship be-
tween emotional support and health condi-
tions in San Francisco.

Models 8, 9, and 10 examined the 2-way in-
teraction between discrimination and instru-
mental support, the 2-way interaction between
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Note. Shown are 2-way interactions with all covariates controlled. All of the slopes for Honolulu are statistically different from 0;
none of the slopes for San Francisco are statistically significant.

FIGURE 1—Relationships between health conditions and everyday discrimination (a),
emotional support (b), instrumental support (c), by city.

Note. Shown are 3-way interactions with all covariates
controlled. The slopes of solid lines are statistically
different from 0; the slopes of dashed lines are not.
“Low” refers to 1 standard deviation below the mean;
“high” refers to 1 standard deviation above the mean.

FIGURE 2—Relationships between
everyday discrimination, instrumental
support, and health conditions in 
San Francisco (a) and Honolulu (b).

city and instrumental support, and the 3-way
interaction between discrimination, city, and in-
strumental support. The interaction between
discrimination and instrumental support was
not significant. However, the interaction be-
tween instrumental support and city was signifi-
cant (model 9, Figure 1c): increased instrumen-
tal support was associated with more health
conditions in Honolulu but not in San Francisco.

The significant 3-way interaction between
discrimination, city, and instrumental support
(model 10) is shown in Figure 2. “High” dis-
crimination and “low” discrimination refer to
1 standard deviation above and below the
mean, respectively.65 In San Francisco, reports
of discrimination were not significantly associ-
ated with health conditions, regardless of level
of instrumental support. Furthermore, instru-
mental support did not predict health condi-
tions, regardless of level of discrimination.

In Honolulu, however, high levels of discrim-
ination were associated with more health con-
ditions than were low levels of discrimination.

Also, individuals perceiving higher levels of in-
strumental support reported more health condi-
tions than those with less support. Moreover,
instrumental support moderated the association
between discrimination and health. The condi-
tional simple slope for discrimination was
steeper for those with low levels of support
(0.65; P >.001) than for those with higher lev-
els of support (0.22; P >.001). At levels of dis-
crimination 1 standard deviation below the
mean, the expected number of conditions is
about 2-fold higher among those with high sup-
port than among those with low support; con-
versely, at levels of discrimination 1 standard
deviation above the mean, the difference in
health conditions between those at high and
low levels of instrumental support converges.

DISCUSSION

Consistent with our first hypothesis, dis-
crimination showed a main effect on health,
such that individuals perceiving discrimination

reported more health conditions. Consonant
with our second hypothesis, measures of
everyday experiences involving unfair treat-
ment were predictive of health, whereas mea-
sures of discriminatory events over the pre-
ceding year were not (conditional on each
other and covariates). This is in accord with
the observation that chronic stressors are
more predictive of chronic illness than acute
life events; it further suggests that health dis-
parities may arise from differential exposures
to stressors over the life course.2,7,67,68

Our third hypothesis received partial sup-
port. Considering main effects, increased
emotional support was significantly associated
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with fewer health conditions, whereas instru-
mental support was not associated with
health conditions. Other studies have also
found emotional support to be a more con-
sistent predictor of health than instrumental
support.31,69 It may be that emotional sup-
port promotes health in a relatively global
fashion, whereas instrumental support is
influential under a more restricted set of
conditions.59

Our fourth hypothesis, that social support
moderates the association between discrimina-
tion and health conditions, was not supported
by the 2-way interaction models. There were
no significant interactions between instrumen-
tal support and everyday discrimination or
between emotional support and everyday dis-
crimination. Others have reported similarly in-
consistent evidence regarding the buffering
effects of social support on stressors.59

Context also may influence individual risk
factors and the associations between risk fac-
tors and health. Filipinos living in San Fran-
cisco and Honolulu reported similar levels of
health but differed in terms of several risk
factors. Most pertinent for this study, Filipinos
in San Francisco perceived greater discrimina-
tion and more instrumental support but less
emotional support.

Considering first the 2-way interactions,
we found that city significantly moderated
everyday discrimination, instrumental sup-
port, and emotional support. Discrimination,
instrumental support, and emotional support
were not significant predictors of health
conditions among Filipinos in San Francisco.
In Honolulu, however, Filipinos reporting
high levels of everyday discrimination and
instrumental support had significantly more
health conditions, and those reporting high
levels of emotional support had fewer
health conditions.

The 3-way interaction between city, instru-
mental support, and everyday discrimination
adds further information. As with the 2-way
interactions, discrimination and instrumental
support did not predict health conditions in
San Francisco. Also, we found no effect modi-
fication of instrumental support with discrimi-
nation in San Francisco.

However, a different picture emerged in
Honolulu. Filipinos reporting higher levels
of instrumental support had more health

conditions than those reporting lower levels
of support. In addition, those reporting more
discrimination were at greater risk of illness
than those reporting less discrimination. Fur-
thermore, the association between discrimina-
tion and illness was stronger among those
with less instrumental support than those
with more support.

Altogether, the results of our study suggest
that discrimination, emotional support, and
instrumental support predict health conditions
among Filipinos living in Honolulu but not in
San Francisco. In Honolulu, reports of dis-
crimination were associated with increased
reports of health conditions, supporting the
notion that routine experiences of unfair
treatment may be a risk factor for illness.

The effects of social support in Honolulu
paralleled the complexity of findings noted
in several reviews.31,70 Receipt of emotional
support was associated with a decreased risk
of illness, whereas receipt of instrumental
support was associated with an increased risk.
The reason might be that emotional support
provides ubiquitous protection in terms of
health, whereas instrumental support may re-
flect the receipt of aid among those who
have become ill. Furthermore, receipt of in-
strumental support may lead to feelings of
guilt and distress among members of less
wealthy networks.36

Consistent with the buffering hypothesis,
the strength of association between discrimi-
nation and health conditions was weaker
among individuals reporting high levels of in-
strumental support than among those report-
ing low levels. Studies of mental health out-
comes have tested the buffering hypothesis
directly (i.e., using interaction terms) and have
generally found that coping resources moder-
ate the effects of perceived discrimina-
tion.26,27,29,30,71 However, studies focusing on
physical health have tested only the main ef-
fects of coping with discrimination.5,34 Thus,
the present study contributes to the literature
through its direct test of the buffering hypoth-
esis with physical health conditions.

However, the data also indicate another
possible interpretation. Individuals at lower
levels of instrumental support and discrimi-
nation had fewer conditions than respon-
dents at other levels of these factors, suggest-
ing that instrumental support might be

viewed as a marker of health risk (people
who are sick need and receive more support)
rather than as a buffering resource. From
this perspective, the effect modification may
reflect not the buffering hypothesis but,
rather, the synergy associated with being at
low risk. This explanation, although unclear,
might reflect the accumulation of other con-
textual or lifestyle advantages. We were lim-
ited in our ability to examine this interpreta-
tion in that our cross-sectional data did not
allow us to temporally establish whether ill-
ness leads to use of support and reports of
discrimination (as implied by such an inter-
pretation).70,72,73

Post hoc analyses suggested that the null
findings in San Francisco might be explained
by socioeconomic position, given that employ-
ment was one of the most robust predictors.
Thus, in San Francisco, socioeconomic posi-
tion may be more relevant than discrimina-
tion or social support in terms of health con-
ditions. Because the socioeconomic position
of Filipinos is complicated by remittance (i.e.,
they send a portion of their wages over-
seas),36 full exploration of socioeconomic
position remains for a future study.

A few additional caveats should be men-
tioned. For example, our self-reported data
did not capture “objective” experiences of
discrimination, social support, or health con-
ditions. Respondents may have overesti-
mated or underestimated their actual expe-
riences. Future researchers may wish to
examine clinical outcomes and other health
measures. Individual perceptions of discrimi-
nation also leave unexamined institutional-
ized and other forms of oppression.10,20 Al-
though language and length of stay in the
United States are commonly used measures
of acculturation, they do not fully capture
the acculturation process.

In addition, the context for our study was 2
metropolitan areas, leaving unanswered sev-
eral questions about the relationship between
city of residence and health mechanisms.
More refined spatial units (e.g., census tracts)
would permit a broader array of questions
and methodological approaches (e.g., hierar-
chical linear models).74–76 Also, our findings
may have been the product of sampling dif-
ferences between the 2 cities. Replicating
these analyses in other samples would help
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evaluate this possibility. Furthermore, the ex-
tent to which these findings are generalizable
to Filipinos elsewhere or to other ethnic
groups is unclear.

Granted these caveats, our study con-
tributes to the knowledge base. First, we
have added to the evidence showing that
physical health conditions are associated
with perceived discrimination.3,5,56 Second,
we have demonstrated that everyday dis-
crimination is a more likely predictor of
health conditions than are acute discrimina-
tory events. Third, we found evidence that
social support may moderate the association
between discrimination and health. Fourth,
we have highlighted the importance of con-
sidering geographic context in understand-
ing health risk factors.74,77–79 Finally, we ex-
amined an understudied population, Filipino
Americans.

Social support and city of residence may
moderate the association between perceived
discrimination and physical health. Although
we focused on individual-level stress
processes, individual factors may be shaped
by institutionalized forces.67,80–82 Examining
context is one modest way of exploring these
processes, but much work remains to deter-
mine how social forces contribute to individ-
ual experiences and health disparities.
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